To evaluate the quality of referral letters concerning obese patients from general practice and other specialities to an obesity unit. DESIGN: Retrospective analysis of referral letters in 500 consecutive patient records. SETTING: Academic specialist obesity unit. RESULTS: Most letters came from general practice (70%), followed by internal medicineaendocrinology (12%). Information on body weight was missing in 13% of all referrals and on height in 24%. Waist circumference was mentioned in 1%. Relevant data substantiating possible comorbidities, in particular the metabolic syndrome, was missing in 92 ± 97%. Relevant medication was indicated in 22% of the referrals. On a 3-point, graded global evaluation scale of the referral quality, only 7% of all letters were found to be`ideal'. CONCLUSION: The low professional quality of these referrals may re¯ect the fact that physicians ®nd the term obesity' enough to warrant the referral without further speci®cations. An alternative explanation for the inadequate referrals is the well documented negative attitude of physicians, who consider obesity as sloth and as a self-in¯icted condition, not necessitating further medical details.
Introduction
Obesity is a global epidemic disorder, rapidly affecting the western world, in particular, with potentially disastrous long-term effects. 1 The International Obesity Task Force has analysed the situation, as recently summarised by Bjo Èrntorp. 2, 3 In many countries in the western world, obesity is the most prevalent nutritional disorder, and in a country like Sweden, at least 6% of males and 9% of females suffer from this condition. 4 In addition to the suffering of the obese individuals, this condition has also important socioeconomic implications. Most studies show surprisingly similar ®gures, suggesting that somewhere in the region of 4±8% of the budget for a national health system, such as that in Sweden, is allocated to the care for obesity and associated complications. 5, 6 However, in most countries there is little to offer the obese as regards prevention and treatment. Within the Swedish health care delivery system, the efforts of the primary health care service in treatment of obesity, do not seem to result in any sustained weight loss whatsoever. 5 At the Karolinska Institute, an Obesity Unit specialising in treatment of obesity, has been in operation since the early 1980s. The waiting list is about two years long and only patients with severe obesity and associated comorbidities can be given priority. Under such circumstances one would assume that physicians from different backgrounds in referring patients, would underscore the need for specialist help by including relevant background information. The impression that these letters of referral were often uninformative, prompted this retrospective analysis of the quality of such referrals to the obesity unit.
Method
From the hospital archives, 500 consecutive case records from 1994±1997 were selected, scored and graded. This study does not address any questions related to the quality of patient care, as regards the correspondence between the patient condition and the referral letter information, but only the actual relevance of the referral letter content. Based on standard recommendations from the International Obesity Task Force, 2 we assumed that a minimum standard of a referral letter should contain at least some information about weight, height, waist-to-hip ratio (WHR) and also pertinent data on heredity, duration of the condition, previous serious weight losing attempts, smoking status, relevant reproductive history, comorbidities (in particular associated with the metabolic syndrome and relevant laboratory test to substantiate such information), relevant medication and relevant psychosocial aspects.
We noted from what type of physician the letter was sent and ®nally we constructed a simple global score of the quality of the referral letter: 0 if weight andaor height were not included and other information as listed above were missing (clearly inadequate), 1 if some relevant information was included but not complete (partly adequate), and 2 if all relevant information was available in the letter (ideal).
Results
The source of the referral letters and the comorbidities mentioned, are shown in Table 1 . There was no systematic difference in information quality between the various kinds of specialists.
Of the patients, 74% were women and 26% men. In the whole group, the mean age was 44.6 y (s.d. ). Body weight was given in 87% of the letters and 76% contained information about height. BMI had been calculated in 10% and WHR in 1.4% of all cases.
In 368 of the 500 letters, information about 404 comorbidities or complications was given. In the 132 letters, where no mention about possible obesity related complications was made, it was not stated whether the patient was otherwise healthy. In 40 letters, it was explicitly stated that apart from the weight problem the patient was otherwise healthy.
Medication was mentioned in 22%, weight history in some form in 42%, previous attempts to lose weight in 45% of the letters. A relevant reproductive history was given in 10% of letters referring women, smoking status in 15%, social background in 30% and heredity in 10%.
In obese patients with diabetes mellitus, a blood sugar was mentioned in 24% and a HbA1c level in 15% of the letters. In 17% of patients described as hypertensive', a blood pressure value was included.
Of all the letters, blood pressure was mentioned in 12%, blood glucose in 7%, HbA1c in 3%, TSH-levels in 11% and serum lipids in 8%.
From the overall global score of the quality, 35% were judged as`clearly inadequate', 58% were`partially adequate' and 7% were`ideal'.
Discussion
Since only a fraction of all patients referred to the obesity unit can be accepted, it seems reasonable to assume that the referring physicians should provide complete information, to obtain further specialist support. Even if some of the factors listed above may not be absolutely crucial for a decision whether to accept the patient or not, it seems clear that many letters of referral are lacking important basic information and elementary facts. That the patient may not have some obesity-related problems, essential for evaluation, should also be explicitly stated in an ideal referral and not omitted.
In the literature, there seem to be few studies of this kind. A brief British report 7 describes a similar experience in an obesity unit and compares data with a nearby unit for diabetes care, where data on diabetes-related facts seemed to be more prevalent. However, it is dif®cult to conceive a proper control design for these obese subjects, since the organisational background may vary considerably. Also, differences between countries and referral cultures and traditions may make such comparisons meaningless. Coomber et al 7 even concluded that their obese patients were not even treated as medical referrals, since little information was actually communicated.
Appropriateness of hospital referrals for hypertension was assessed by Juncosa et al, 8 who found a higher quality in referrals from general practitioners in UK health centres compared to others. Jenkins, 9 in analysing referrals to outpatient departments in the UK, found errors and omissions in 5±28% of the letters, suggested that improvements were needed, possibly by standardized referral forms. A Swedish study of the relevance of referrals to specialists, as judged by an independent panel, suggested that these letters and requests were motivated in 90% and adequately expressed in 95%. 10 There are some alternative explanations for the low quality of these referrals. It could be argued that the physicians felt that their grossly obese patients had such a need of treatment that an additional background was unwarranted. The wording of the letters, however, do not favour such an interpretation. Alternatively, a physician might have found the obesity An analysis of obesity referrals Y Linne Â and S Ro Èssner et al comorbidities so important that weight and height data were not even considered necessary to substantiate the need for specialist help. In several of the letters, physicians, instead of weight and height data, used home made and unde®ned descriptions of their patients' weight such as`severely obese',`grossly obese',`superobese',`obesitas per magnam', as well as other fanciful but nondescriptive de®nitions. Information on medication may have been lacking, either because the patient was not taking any drug of relevance to mention, or because the physician was unaware of the fact that several drugs may be important to mention in order to clarify underlying mechanisms of overweight and obesity. The fact that information about medication is often lacking, may re¯ect a lack of professional knowledge that druginduced obesity is a common condition. In a parallel analysis of causes underlying obesity in patients referred to our unit, medication was a possible and likely cause in about 20% of cases.
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It is dif®cult to ®nd any explanation for the omission of laboratory data, substantiating various components of the metabolic syndrome, which obviously should affect prioritisation in the obesity unit.
Lack of information about heredity may affect prognosis, lack of information about multiple previous failures to lose weight may result in additional but fruitless allocation of scarce treatment resources. In some health care systems, a general practitioner may feel that the specialist will take a full history anyway or not even read the referral letter. The Swedish clinical tradition would however not favour these alternative explanations for uninformative referral letters.
We are left with the overall impression that the quality of these referrals rather re¯ect a wellknown attitude among physicians, who see obesity as sloth and a self-in¯icted condition, 12 and who do not see any need to detail the background information to the specialist who, they hope, will relieve them of these seemingly dif®cult and intractable cases.
Obviously our scoring system used here is subjective. Medication may not have been mentioned because the patient is either not receiving drug treatment, or because the information has simply been omitted. Patients may have forced their doctors to write a referral, which can explain paucity of information. Doctors may have an insight into the problems of obesity and therefore refer ± or are uninterested, just wanting to get rid of their patients by a referral. We are presently validating these data by looking at the correspondence between the referral letters and the information given when the patient attended the Obesity Unit.
